
Perspectives and Methods for Decision-Making
Healthcare Analytics in Navy Medicine

October-December 2018

Background
Readiness–the ability to respond quickly and efficiently 
with the appropriate force–is at the center of the Military 
Health System (MHS) Quadruple Aim. The National 
Defense Authorization Acts (NDAA) of 2017, 2018, and 
2019 all require that Readiness be a primary mission of 
the Defense Health Agency (DHA) and the Services. 
Recently, initiatives within DoD and directives from 
Congress, initially promulgated in the FY2017 National 
Defense Act (NDAA17), have more clearly and specifi-
cally established priorities that drive policy and action. 
Command assessment and reporting of medical readi-
ness is integral to identifying priority focus areas, and 
enabling a continuous process of individual and unit 
medical readiness to support joint operations around the 
world. For Navy Medicine, readiness entails having a 
ready medical force, and a medically ready force, which 
both require adequate manpower, provision of criti-
cal training, and securing of proper equipment. While 
medical readiness has always been Navy Medicine’s top 
priority, it has only recently driven a complete reassess-
ment within the entire MHS of how to support DoD’s 

medical readiness in concert with Navy Medicine’s 
mission.

What is Navy Medical Readiness?
A ready medical force is one that possesses a compre-
hensive skill set (both medical and non-medical, both 
military and non-military). To support the force, the 
system must provide protective measures, equipment, 
training, policies, and an organizational structure 
designed to optimize readiness that will allow service 
members to operate around the globe. Comprehensive 
health must be ensured among the military population – 
which requires swift, efficient access to both preventive 
care and treatment, and the ability to assess fitness from 
a medical standpoint. 

The Navy Surgeon General testified before the U.S. Senate 
Appropriations Subcommittee on Defense, discussing 
the Defense Health Program on April 26, 2018. In that 
statement he outlined the “strategic construct” 1:

Navy Medicine is fully aligned with the strategic 
imperatives set out by the Chief of Naval Opera-
tions (CNO) in his Design for Measuring Maritime 
Superiority, and by the Commandant of the Marine 
Corps (CMS) in his Planning Guidance. Our 
priorities are built on this framework and we are 
focused on ensuring Navy Medicine has a ready, 
rapidly responsive medical force that our Navy, 
Marine Corps, and Joint Forces need and expect 
to support them and their demanding operational 

1 Surgeon General Testify on Medical Readiness at Senate Hearing. U.S. 
Department of Defense. April 26, 2018. https://www.defense.gov/News/
Article/Article/1504545/surgeons-general-testify-on-medical-readiness-at-
senate-hearing/

FOCUS ON READINESS
Supporting a Ready Medical Force and a Medically Ready Force 

Supporting a ready medical force and medically ready force is at the center of the Military Health System (MHS) Quadru-
ple Aim and the core of the Navy Medicine mission. This article provides a background on Navy Medical Readiness, 
highlights National Defense Authorization Act (NDAA) 2017 readiness focus areas, describes Navy Medicine’s multi-
faceted approach to readiness and the importance of measuring readiness at all level. The following was constructed from 
various conversations with BUMED representatives in M9 and other departments. 
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missions. We protect the health and readiness of 
Sailors and Marines so they are medically ready 
to meet their missions….We must do this within a 
culture of constructive self-assessment, improve-
ment and innovation.

Rising to the challenge of enhanced readiness in Navy 
Medicine requires focus at many levels – on the health 
and fitness of the individual service members, on the 
medical team and its integration with the warfighting unit, 
and on the medical organization as a synchronized, well-
functioning system. 

The Joint Health Service recognizes the importance of 
measuring and reporting readiness vis-à-vis the varying 
levels of war, as reflected in the Chairman’s Readiness 
System. Readiness is therefore reported in the following 
ways: 

• Strategic Readiness - Readiness from the strategic
perspective focuses on the ability of the Joint force to
perform missions and provide capabilities to achieve
strategic objectives as identified in strategic level
documents (e.g., National Security Strategy, National
Defense Strategy, and National Military Strategy).
Assessing strategic readiness requires a global
perspective to account for demands between regional
and functional responsibilities.

• Operational Readiness - Readiness from the
operational perspective focuses on the ability of
the Joint force to perform missions identified in the
Unified Command Plan, Guidance for Employment
of the Force, Joint Strategic Capabilities Plan,
Theater Campaign Plans, and named operations.
Joint readiness is a synthesis of readiness at the
operational and tactical levels and is defined as the
Combatant Commanders’ (CCDR) ability to integrate
and synchronize ready combat and support forces to
execute assigned missions.2

• Tactical Readiness - Readiness from the tactical
perspective focuses on unit readiness, defined as the
ability to provide capabilities required by the CCDR
to execute assigned missions, and derived from the
ability of each unit to conduct the mission(s) for
which it was designed.

2 CJCS Guide to the Chairman’s Readiness System, November 15 2010. 
http://www.jcs.mil/Portals/36/Documents/Library/Handbooks/g3401.
pdf?ver=2016-02-05-175742-457

A Multi-Faceted Approach to Enhancing Readiness 
Efforts to enhance readiness while transitioning into all-
service integration under DHA requires a comprehensive 
and multi-faceted approach. Some key elements include: 

• Individual and Unit Level Readiness - A ready
medical force of individuals who are deemed to
be prepared through implementation of validated
requirements ensures that the right person is in the
right job with the right skill sets. It is important that
processes are in place that guarantee that individuals
and whole units receive sufficient, continual training,
skills are sustained, requirements are met, and
mission exercises are complete as a unit.

Traditionally, most deployments were of specifically
identified military medical personnel, based on skill
needs and availability of medical personnel, and
given pre-deployment training and certification of
unique military skills, equipment familiarization, and
in consideration of other unique needs necessary to
deploy as part of a medical team. These mission- or
unit- specific medical personnel are referred to as
Individual Medical Augmentees (IMAs).

While use of IMAs will continue to be an important
approach to support Navy and Marine Corps
deployments and other medical missions, there is an
increasing emphasis on Medical Unit deployment
readiness. In this scenario, Navy Medicine personnel
are identified as part of a deployable unit, comprised
of staff that can be drawn from different MTFs and
other duty locations, not necessarily in the same
geographic area. Navy personnel identified as
members of these units are required to train together
as a team and become familiar with the equipment
they will use on a ship, with Marines in the field
or in Joint or multi-national environment. In this
environment, unit readiness is defined in the context
of Navy Medical Readiness Reporting (NMRR).

• Tiered Readiness - Navy Medicine’s tiered
readiness approach allocates and prioritizes units
and distributes high demand low density skill set
specialties in stages, with some units being less
ready than others, and the increased use of reserve
forces. See the “Data and Information Systems”
section to the Defense Readiness Reporting System
– Navy (DRRS-N), a web system that allows the
ability to track, and monitor readiness assessment

http://www.jcs.mil/Portals/36/Documents/Library/Handbooks/g3401.pdf%3Fver%3D2016-02-05-175742-457
http://www.jcs.mil/Portals/36/Documents/Library/Handbooks/g3401.pdf%3Fver%3D2016-02-05-175742-457
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data to evaluate the readiness and current capability 
indicating a Green “Yes”, Yellow “Qualified Yes” and 
Red “No” as different tiers of readiness.   

The Effect of NDAA 2017 on Navy Medicine’s Readi-
ness Priorities 
Readiness has always been at the core of the Navy Medi-
cine mission. However, the NDAA 2017 directives from 
Sec 702 state that beginning on October 1, 2018, DHA 
is responsible for the administration and management of 
military treatment facilities (MTFs), including the deliv-
ery of clinical care services and business operations in 
support of both operational readiness and beneficiary 
care. This mandate will enable the Services--including 
Navy Medicine—to redirect their focus and efforts solely 
toward the readiness of our medical forces to deliver care, 
and to prepare and sustain the force itself.  

Current Readiness Challenges and Opportunities
One of the main challenges in this focal shift is continu-
ing to meet the need for high-quality, high-value care 
for TRICARE beneficiaries. Providing care to family 
members, and retirees, as well as to Active Duty benefi-
ciaries, provides our medical staff with opportunities to 
develop and sustain the skills necessary to provide opti-
mal care in combat settings. For example, moving from 
an Individual Augmentee approach to a Unit readiness 
deployment approach requires not just individual skills 
training but equipment familiarization and unit “team” 
training in order to certify deployability. This shift neces-
sitates more training time that will very likely affect 
peacetime patient care staff availability. Military medical 
personnel assigned to MTFs will be afforded opportunities 
to obtain and maintain currency in clinical Knowledge, 
Skills, and Abilities (KSA) associated with their medical 
specialties.3

3  In a Memorandum to the Service Under Secretaries, Service Vice Chiefs, 
Assistant Secretary of Defense for Health Affairs and Director, Defense 
Health Agency on May 22, 2018, the Under Secretary of Defense for Per-
sonnel and Readiness provided guidance for implementing Section 702, of 
the National Defense Authorization Act for Fiscal Year 2017.  Within the 
memorandum two key points are made, 1) “With the objective of ensuring 
a “ready medical force” and a “medically ready force”, MTFs will be the 
default choice for the assignment, allocation, detail, or other utilization of 
military medical personnel. Such default will be subject the capacity of the 
MTF to afford military medical personnel opportunities to obtain and main-
tain currency in clinical Knowledge, Skills, and Abilities associated with 
their medical specialties and communities at or above minimum established 
thresholds”, and 2) “The drive for operational readiness and support of war 
fighting and operational missions take primacy over the delivery of clinical/
health care services and the execution of business operations in an MTF.  
To the end, each Military Department will have unrestricted access to its 
military medical personnel for all validated war fighting and operational re-
quirements.”

Although NDAA17 Section 702 is perhaps the most 
dramatic change in the law, there are also other direc-
tives from this legislation that should be noted in terms 
of their influence on how we maintain and increase 
readiness. The DHA Director is charged with support-
ing military medical readiness by arranging for services/
skills training outside an MTF. For example, NDAA17 
states that “If [the DHA Director is] unable to meet opera-
tional medical readiness needs through the MTFs, uses 
his/her authorities in law and regulation, to establish, on 
behalf of one or more Military Departments, such mili-
tary-civilian partnerships, DoD/ Department of Veterans 
Affairs collaborations, and other like undertakings, as 
may be necessary and appropriate to provide venues and 
opportunities for military medical personnel to obtain 
and maintain currency in clinical KSAs associated with 
their medical specialty or community, at or above mini-
mum thresholds, or to long standing MTF-community 
relationships.”4

Section 717 in particular has implications for the Services’ 
need to maintain skills for medical providers, especially 
with trauma related cases. This section 4 states that we now 
we have legislative authority to treat veterans and civil-
ians in MTFs, “if the Secretary of Defense determines that 
1) the evaluation and treatment of the individual is neces-
sary to attain the relevant mix and volume of medical case
work required to maintain medical readiness skills and
competencies of health care provider at the facility, 2) the
health care providers at the facility have the competen-
cies, skills, and abilities required to treat the individuals,
and 3) the facility has available space, equipment and
materials to treat the individuals.”2  For example, the
civilian sector in the Camp Lejeune area, is experienc-
ing a critical lack of access to hospital and trauma care.
With the new Sector 717 provision, we are able to provide
trauma care for this community in need and in turn, Navy
providers are able to maintain and improve their clinical
skills to support the readiness mission.

This article was written by Tara Fowler, PhD, MPH and 
Hendi Crosby Kowal, MPH. Dr. Fowler is the Deputy 
Director for the Center for Military and Veterans Health 
at Altarum and is a consultant for BUMED and the 
Defense Health Agency. Ms. Crosby Kowal is a senior 
analyst and technical writer at Altarum and a consultant 
for BUMED and the Defense Health Agency.

4 National Defense Authorization Act 2017. https://www.congress.
gov/114/bills/s2943/BILLS-114s2943enr.pdf

https://www.congress.gov/114/bills/s2943/BILLS-114s2943enr.pdf
https://www.congress.gov/114/bills/s2943/BILLS-114s2943enr.pdf
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SKILLS AND METHODS
– DEFINING AND INTEGRATING READINESS
This section provides information on coordinated efforts 
to define readiness factors, integrating them into decision 
flow at all levels of the organization, and measuring prog-
ress towards this integration.

Joint Staff and Service Decision-Making Body to Mit-
igate the Risk
The Service Surgeons General recognized the need for 
a decision-making body/framework to synchronize and 
coordinate health services readiness reporting, capa-
bilities studies and analytics, development of readiness 
requirements, and special program evaluations.  The 
Joint Medical Readiness Requirements Council (JRM2C) 
provides programmatic and subject matter expertise and 
support as a decision-making body and efforts within 
the Joint Medical Readiness Requirements Work Group 
(JMR2 WG) as well as its efforts to implement Joint 
Knowledge Skills and Assessments (KSAs) to prepare 

for wartime requirements. Figure 1 shows the project 
management decision flow and the current roles of the 
Office of the Surgeon General (OSD) and Health Affairs 
(HA) and the JMR2C, the KSA Project Management and 
Integration Office and the JMR2C and Service Project 
Management. 

Establishing an Approach to Readiness Reporting 
and Governance Integration 
Additionally, Navy Medicine is establishing a structure 
and process that: 

• Aligns readiness resources to support Service
improved readiness reporting

• Incorporates Service oversight/approval of KSA
products.

• Facilitates DHA awareness of clinical skills
readiness requirements

• Ensures appropriate resource decisions are presented
to OSD(HA) for ratification

D-O-T-M-L-P-F: Doctrine, Organization, Training, Material, Leadership, Personnel, Facilities; JMR2C: Joint Medical
Readiness Requirements Council; Office of the Surgeon General (OSD) and Health Affairs (HA).

Figure 1. Project Management Decision Flow
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There are three categories established in integrating clini-
cal currency with operational readiness. The first two 
categories are the responsibilities of the Services and the 
Defense Health Agency (DHA) while the last category is 
the responsibility of the Services. 

• Category 1 - Currency documentation of core
specialty items such as, KSAs, board certification,
credentials, patient volume, patient complexity and
other core Service specific Personnel Qualification
Standards (PQSs).

• Category 2 - Currency and Deployment Skills
such as, operational military skills that are theater/
mission specific, ATLS, Just in Time Special skills,
operational triage and other deployed PQSs.

• Category 3 - Unit Evaluation and Readiness
Reporting such as, unit training events, platform
familiarization and proficiency training, team
certifications and all team members meeting Joint
Operations Area mission.

Measuring Readiness at All Levels – Now and in the 
Future 
Measuring and quantifying individual or unit level readi-
ness for deployment is critical, so that commanders and 
leaders have the information needed to make quick deci-
sions on deployment and to drive education, training, and 
preparation. Processes must be in place to ensure that 
sufficient, continual training is provided, that the force 
is able to achieve a determined set of requirements, and 
that systems are in place to ensure seamless deployment. 
Navy Medicine is supporting the Readiness mission by 
enabling measurement and analysis through new data and 
information systems and is examining how to develop 
and consider additional measures to determine Readi-
ness of the medical force. BUMED’s effort to improve 
the system and ensure that the right process is established 
and followed will involve individual skill sustainment, as 
well as mission exercises at the unit level. This is part 
of a systemic effort to develop a long-term strategy and 
the necessary requirements to establish accountability.  
Measurement and analysis of different elements of readi-
ness will inform the future direction and guide where the 
emphasis should be.

DATA AND INFORMATION SYSTEMS
This section describes some of the important Navy Medi-
cine data sources used to track readiness-related activities 
and measures.

Current Support and Reporting to Achieve Medical 
Readiness
Navy Medicine has always reported readiness status 
to support Navy, Marine Corps, and Joint Operations.  
However, because historically the emphasis has been on 
day-to-day health care delivery as the priority, the terms of 
reference have not been widely known. Moving forward, 
it will be increasingly important to correctly document 
tasks and other activities to more carefully identify what 
duties are being performed, in order to more accurately 
reflect how duty time is spent and what is being accom-
plished, particularly as it reflects the time and effort 
supporting individual and unit medical readiness.

Some aspects of documenting readiness-related activi-
ties are built into the daily routine at each MTF. For 
example, MTF workload supports developing and main-
taining KSAs if the caseload reflects the proper mix of 
skills required. This workload is documented in CHCS, 
based on diagnosis, procedure and treatment codes, etc., 
and is reflected in clinical workload reporting. It is aggre-
gated to report weighted workload to serve as the basis 
for resource utilization reflected in the Medical Expense 
Performance and Reporting Systems (MEPRS.) Readi-
ness related activities that are unique to the military, such 
as time away from patient care taking a physical fitness 
test and the value of that time, is also captured in MEPRS. 
Staff time is documented in the Defense Medical Human 
Resources System internet (DMHRSi). This documenta-
tion, often referred to as the “crazy 8 report”, captures 
duty time based on approved business process reporting, 
the labor hours spent seeing patients in the clinic and on 
the wards, time performing military activities and other 
training, conducting administrative tasks, traveling on 
TDY, etc. These hours document how both military and 
civilian personnel’s time is spent and accounted for. This 
information also flows into MEPRS as the value of labor 
cost that is part of computing MEPRS reported costs.

DRRS-N system 
The Defense Readiness Reporting System – Navy 
(DRRS-N) is a capabilities-based web application 
designed to provide Navy commanders and other senior 
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DoD leadership a tool with which to track and monitor 
readiness assessment data to evaluate the readiness and 
current capability of a command to execute a mission.5  
Measures that are tracked in DRRS-N include: overall 
mission readiness and individual task readiness, person-
nel, equipment, training, supply and ordnance data, and 
availability and current location.  DRRS-N provides the 
Commander access to near real-time assessments of indi-
vidual or unit ability, availability, and overall readiness to 
provide achieve a set mission. 

Assessments in DRRS-N are performed using the follow-
ing definitions: 

• “Yes” (Green) Assessment: The unit can accomplish
its mission to prescribed standards and conditions.
The “Yes” assessment should reflect demonstrated
performance in training or operations.

• “Qualified Yes” (Yellow) Assessment: The unit
is expected to accomplish its Mission Essential
Tasks, under most conditions, but this performance
has not been observed or demonstrated in training
or operations. Organizations assessing their task
or mission as a “Qualified Yes” can be employed
for those tasks. The “Qualified Yes” assessment
can also be construed as a stated measure of risk,

5 https://portal.nwdc.navy.mil/NDLS/default.aspx?

Figure 2. DRRS-N Pillars 

indicating the ability to perform but with some level 
of specifically identified risk caused by some other 
influencing factor. 

• “No” (Red) Assessment: The unit is unable
to accomplish the MET, METL, or Mission to
prescribed standards and conditions at this time.

DRRS-N Pillars 
Pillars provide data to support the Commanding Officer in 
making his/her readiness assessment. Figure 2 shows the 
“P-E-S-T-O-F” pillars, the metric associated with each 
pillar and the potential Navy Medicine Data sources for 
each metric. 

Note: FRTP: Fleet Readiness Training Plan; FTP: 
Functional Threshold Power; MCO: Managed Care Orga-
nization TFMMS: Total Force Manpower Management 
System; NRRM: Navy Reserve Readiness Module; JPAS: 
Joint Personnel Adjudication System; PRIMS: Physical 
Readiness Information Management System; NTMPS: 
Navy Training Management and Planning System; 
DMHRS-i: Defense Medical Human Resource System – 
internet; DMLSS: Defense Medical Logistics Standard 
Support; COSAL: Coordinated Shipboard Allowance 
List; NTMS: Naval Transportation Military School; 
NTMPS: Navy Training Management Planning System.

https://portal.nwdc.navy.mil/NDLS/default.aspx%3F
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NEW KNOWLEDGE
– NOTED PUBLICATIONS
The two recent articles summarized below provide a 
window into how we can begin to understand various 
concepts that contribute to value in the context of medical 
readiness. The first discusses one such concept – episodes 
of care, presenting findings from a study of soldiers with 
low-back pain that suggest that enhanced readiness and 
increased outcomes might be achieved with early admin-
istration of nonpharmacologic treatment modalities. The 
second explores the link between population health at 
the state level and its impacts upon the medical readiness 
of military recruits. Both shine a spotlight on the direct, 
significant connection between health/care and military 
readiness.

Associations of Early Treatments for Low-Back Pain 
with Military Readiness Outcomes 
Larson, M.J., Adams, R.S., Ritter, G.A., et al. J Altern 
Complement Med 2018 Jul; 24(7):666-667

A retrospective longitudinal analysis  of U.S. soldiers 
with a new episode of Low-Back Pain (persisting more 
than 90 days between October 2012 and September 2014) 
and no opioid receipt in the prior 90 days suggests that 
early receipt of nonpharmacologic treatment modalities 
(NPT) may be associated with small, significant gains in 
ability to function as a soldier, as well as reduced reliance 
on opioid/tramadol medication. While further research is 
warranted, increased access to NPT at the beginning of 
Low-Back Pain episodes should be considered.

Which US States Pose the Greatest Threats to Mili-
tary Readiness and Public Health? Public Health Pol-
icy Implications for a Cross-sectional Investigation of 
Cardiorespiratory Fitness, Body Mass Index, and In-
juries Among US Army Recruit
Bornstein, D.B., Grieve, G., Clennin, M.N. et al. Jour-
nal of Public Health Management and Practice. 2018 Jan; 
DOI:10.1097/PHH.0000000000000778

This study investigated the cardiorespiratory fitness, body 
mass index (BMI), and injuries incurred among US Army 
recruits, examining differences at the state level, in order 
to determine whether certain states may pose dispropor-
tionate risks to military readiness. A group of ten states 
from the south and southeastern regions (Alabama, 
Arkansas, Florida, Georgia, Louisiana, Mississippi, 

North Carolina, South Carolina, Tennessee, and Texas) 
produced recruits who were significantly less fit and/or 
more likely to become injured than recruits from other US 
states. Advocating for policies that support active, healthy 
lifestyles as a means to improve national security may 
prove a promising public health approach, particularly 
with legislators. Results from this study demonstrate how 
certain states, previously identified for their dispropor-
tionate public health burden, are also disproportionately 
burdensome for military readiness and national security. 

WHAT’S COMING UP 
Knowledge, Skills and Abilities (KSA) to Meet 
Wartime Requirements 

One approach to measuring readiness of the medical force 
is through Knowledge, Skills and Abilities (KSA). 
KSAs are demonstrated through qualifying experience, 
education, or training and are needed to perform certain 
jobs. The current KSA Management effort is trying to 
define those clinical KSAs needed for individuals on 
combat casualty care teams (CCCT) to operate in their 
assigned position in a deployed environment. KSA cate-
gories are defined as:

• Knowledge - an organized body of information,
usually factual or procedural in nature.

• Skill - the proficient manual, verbal, or mental
manipulation of data or things.

• Ability - the power or capacity to perform an activity
or task.

The Deputy Secretary of Defense memorandum of Janu-
ary 17, 20176 directed the Under Secretary of Defense for 
Personnel and Readiness (USD (P&R)) to expand and 
accelerate work on knowledge, skills, and abilities for the 
deployable medical force to ensure that the MHS is better 
positioned to measure and ensure the readiness of medical 
staff for contingency operations. KSA Management Proof 
of Concept, General Surgery Playbook is under devel-
opment and is/will be undergoing testing. It will cover 
specialties, including orthopedic surgery, critical care 
nursing, emergency medicine, and anesthesia

6 Military Heath System Modernization Study and Other Reforms Memo-
randum from the Deputy Sectary of Defense, January 17 2017.
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The next issue of Healthcare Analytics in Navy Medi-
cine will focus on obstetric and perinatal care in the 
Military Health System and describe efforts to stan-
dardize and monitor care processes in an effort to 
improve care and outcomes. This issue will also 
discuss emerging issues in obstetrical care and ongo-
ing efforts to increase quality transparency.

Editor:
Christine Nguyen and Sarah Cevallos,
Navy Bureau of Medicine and Surgery

Managing Editor:
C. Allison Russo, Dr.P.H.

Presentation Designer:
Liz Ritter
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John Zarkowsky, CAPT Eric Timmens, 
CAPT Cristine Dorr, Dan Blum,  

and Allison Russo 
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IN THE NEXT ISSUE

KNOWLEDGE SOURCES  
— BUMED WEBINAR SERIES IN ANALYTICS
BUMED is sponsoring a series of webinars targeted to 
managers, decision makers, and analysts interested in the 
practice and application of analytic methods. The “Open 
to All” track has two subject-matter series:

The Populations and Healthcare Systems Performance 
Series (PHSP) series recognizes that our beneficiary 
population consists of diverse subpopulations character-
ized by various demographics, health profiles, and needs 
for treatment and services. Identifying a population group 
is a starting point for choosing questions of value and 
worthy of examination with respect to managing health-
care delivery. This framework can be used for examining a 
wide variety of issues, from legislative or policy changes, 
to locally implemented process improvements.

The Quality, Safety, and Access (QSA) series presents 
current quality, safety, and access topics that healthcare 
professionals within and outside of the MHS grapple 
with in their respective operational settings. This series 
supports the Navy transition to a high reliability orga-
nization (HRO) by facilitating staff learning about QSA 
topic areas from both an MHS perspective and a broader, 
national perspective. Moreover, this series serves as a 
formal knowledge-sharing mechanism to further staff 
knowledge of the utility of analytic tools and techniques 
to support performance improvement efforts. The topics 
are presented in a manner that facilitates the critical eval-
uation of issues related to each topic.

Each monthly session will be presented twice, once on a 
Tuesday (10:00 ET) and once on a Thursday (15:00 ET). 
Connect to the sessions using https://conference.apps.
mil/webconf/OpenSession.  

FY 2019 sessions in the PHSP and QSA series include:

• Electronic Health Records and Patient Safety – 
January 22 & 24, 2019

• Readiness: Metrics and Cases in Evolving the 
Enterprise – February 5 & 7, 2019

• Pain Management and Opioid Misuse – March 5 & 7, 
2019

• Population Health, Prevention Initiatives, and 
Individual Readiness – April 2 & 4, 2019

• Quality in Obstetric Care – May 7 & 9, 2019
• Using Comparative Effectiveness Research (CER) to 

Improve Care – June 4 & 6, 2019

• Geospatial Analysis and Travel Time Assessment – 
July 9 & 11, 2019

• Concepts and Measurement of Value in the MHS – 
Aug 6 & 8, 2019

Members of the group email lists “Healthcare Analytics 
Community” or “Healthcare Analytics Publication” will 
receive additional information and schedule updates as 
they become available. To become a member of either 
or both lists, please send a request to Sarah Cevallos at 
sarah.c.cevallos.civ@mail.mil.

https://conference.apps.mil/webconf/OpenSession
https://conference.apps.mil/webconf/OpenSession
mailto:sarah.c.cevallos.civ%40mail.mil?subject=



